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A Recentificalion Survey and Abbrevialed Survey
were inlilated on 01/18/11 and concluded on
01/25/11. Deliciencies were cited wilh the highest
scope and severity baing a "G". ALlle Safety
Survey was conducted on 01/18/11 with the
highest scope and severity being "F". ARQ
#KYQ0016475 was subsiantiated with no deﬂclenl
practice. ARO #XY00015649 was
unsubstantiated with no dsficient practice. ARO
#KY00015803 was substlanliated with the G-level
deficiant practice identiied. A repeal deliciency
was ciled at F 465.

483.13(a)} AIGHT TO BE FRAEE FROM
PHYSICAL RESTRAINTS

The resident has the right to be free Irom any
physicat restrainls imposed for purposes of
discipline or conventence, and not required to
treat lhe resident's modical symptoms.

This REQUIREMENT is not mel as avidenced
by:

Based on gbservation, interview and record
review it was determined the facility faited to
idenlily changes in risk facters related to restrainl
use (side ralis) for ane (1) of twenly (20} sampled
regidents {Resident #13). The (acility failed 1o
attempt to eliminate or reduca physical resiraints
for Resident #13. On 06/17/10, Resident #13 el
from the bed wlih the side rails raised. The
facility failed to identify that Resident #13 was al
risk lor climbing over the side rails per the *Side
Rail Assessment”. Resident #13 sustained a
second fall from the bed with side rails raised on
08/08/10. Reslden! #13 was hosplialized for
surglcal repair of a fractured right hip.

“any facts or cnrcumstanccs

Rehabilitation does not believe nor
does the facility admit that any
deficiencies exist.

Ridgeway Nursing and
Rehabilitation reserves all rights to
contest the Survey Fndings through

;_ Je or legal proceedings.
yl orrection does not

surtounding any alleged deficiencies
to which it responds; nor is it meant
to establish any standard care,
contract, obligation or position.
Ridgeway Nursing and
Rehabilitation reserves all rights to
raise all possible contentions and
defenses in any type of civil or
criminal claim, action or proceeding.
Nothing contained in this plan of
correction should be considered as a
waiver of any type of civil or
criminal claim, action or proceeding.
Nothing contained in this plan of
correction should be considered as a
waiver of any poteniially applicable
peer review, quality assurance or self
critical examination privileges which
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yweficlancy sialament ending with an asterisk () danoles a delicigncy whigh Lhe inslitullon mey be axcused lrom gorredting providing It g determlned Ihat
other safeguards provida suffictant protection to the patiants {Sea Instructions.) Excepl lor nursing homas, (he lindings siated above are disclosable 90 days
following the date of sufvey whather or nol a plan of correction la providad. For nurglng homes, 1he above findings and plans of corraclion are disctosable 14
daya following the dats thase documents are made avallable to the facliity. If deflciancles are chied, an approved plan of coraciion ta raquisita 10 conlinuad
program partlcipation.
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The findings Inciude: Rehabilitation does not waive, and
. reserves the right to asserl in an
Review of the "Side Rail Assessment’ policy ds ves e righ! t'l rLn |Y
revealed side rail assessmenis should be administrative, civil, or crimina
compisted upon admission, quarterly with the claim, action, or proceeding.
Minimum Data Set (MDS) assessment, and with Ridgeway Nursing and
50 comeigered s rascint, and | they were. Rehabilitation offers its responses,
sider , . . g
25605564 as a rastraint, the side rails should be credible allegations of compliance
realed accordingly. The side rail assessments and plan of correction as part of its
were completed with quanterly MDS ongoing cllort 1o provide qualily
assessments. care to residents.
. I sing and
Raeview of 1he clinical record revealed Resident Rldge\f;?y Nur ng vide the
#13 was admitted to the facility on 02/16/04 with R_ehabl itation stnves 1o proviae
| diagnoses which included Dementia and highest quality care while assuring
Depression. Further review of the MDS revealed the rights and safety of all residents.
the facillty assessed lhe resident to have both
ghort and long-term memory deficits, and as -
being severely impaired in skills for daily decision
making. '
Review of the “Resiraint-Physlcal” policy, dated o -
01/09/02, revealsd no information related to F221 Itis and was on the day of 02/18/11
reassessing the use of a restraint alter a Lesid:nt survey the policy of Ridgeway
had an Incidant (fall) which may be relaled lo the Nursing and Rehabilitation t
use ol rastraints. Per the facllity’s poticy, restraints N % h[b o on 1o cnsure
were 10 be re-evaluated at least quarterly to ¢ residents are tree trom any
determine their continued need. Additionally, the physical restraints improved for
palicy stated the facilily should make every effort purpose of discipline or convenience.
to eliminate the use of the resizaint.
Review of the clinical record reveated Resident I. Resident #13's side rail
#13 was admitted to the facility on 02/16/04 with assessment has been reviewed and
diagnoses which Included Dementia and updated. At this time there were no
gaf"ﬁsﬁsli""- Review t°'(;“t° g“gggg%'g'g\’g:’:; 4 changes in her assessment from the
ala Sel assessments date . :
the facility assessed Resident #13's side rails to time of survey. This assessment was
be reslraints, Revlaw of the “Slide Rail reviewed on 02/17/11.
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{ioor beside the bed. The facility assessed the

Assessmant", dated 04/30/10, revealed the facility
assessed that there was no possibllity the
resident would climb aver the side rails. Inerview
with AN #3/MDS Coordinator revealod when
conducling a review of the slde rails she would
interview staff, review clinical records, and fook at
any incident reports thal may have been
completed.

Review ol Physiclan's Orders and the "Treatment
Record” revealed Resident #13's side rails were
initlally ordered on 03/16/10. Further review
revealed the Physiclan’s order did not have a
maedical condition for the use of the side rails, nor
did the Physician's orders Identify which type of
side rells were to be usaed. In interview, on
01/21/11 at 6:45 PM, RN #3/MDS nurse slated
the Physician's order for side rails times two (2)
meant lhe four side rails would be up. She
axplained this was due 10 the facility's beds
usually had two (2) tull side rails.

Review of the "Comprehensive Care Plan” dated
05/12110, revealad Resident #13's side rails were
identilied as a restraint. The facility's goal lor the
side rails was tor the rasiden! 10 be free trom
Injury. Reviow of the care plan revesled It did not
detall the type and/or the number of side rails that
were to be used.

Review of 1he "Nurse's Notes® and a "Resident
Accident/Incident Report” dated 06/17/10,
revealed Resident #13 was lound sitling on the

resident and tound no Injurtes. Per the Incident

repori, the resident was getting in, or out of bed,
and the two (2) long side rails were up. The
incidant repon indicated the facitity's

recommendation/action leken Included

2. The Director of Nursing reviewed
all residents with side rail orders for
accuracy of the assessments, and
possible reduction. All restraints are
reviewed weekly in the faciltity’s
quality of care meeting; this was
done on 02/17/11. No other
problems were identified and all
residents were in the least restrictive
device.

3. As part of the weekly quality of
care meeling the facility will review
restraint assessments to ensure the
least restrictive measure is being
used. In addition, if a resident
experiences a fall or accident the
Director of Nursing will review the
appropriate assessment for any
changes within 72 hours of the
incident. Inservice education was
provided to all licensed staff (RN,
L.PN, und CNAs) by the
Administrator on 02/04/11 related to
orders and individualized care plans
related to restraint usage.

(X4} iD ]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8€ mMLmlon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSA-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 221 | Continued From page 2 F 221

FORM OME-2587{02-99) Pravicus Varsiona Obzolsla

Event ID: QB5RA11

Facily 1D: 100427 Il continuation she

at Page Jof 30




FMHR~L~cdll c=- 354 From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

To: 18592462307

Paae:5768

PRINTED: 02/08/2011

FORM APPROVED
CENTERS ICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFIQIENCIES {X1) PROVIDERVSUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
8. WING ¢
185254 01/26/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
408 WYOMING ROAD 438
RIDGEWAY NURSING & REHABILITATION FACILITY
URSING & OWINGSVILLE, KY 40360
(X4) 10 SUMMARY §TATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFOAMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE OAYE

DEFICIENCY)

F 221 Continued From page 3

| resident not to standftransler without assistancs,
and lhe addition of a pressure pad alarm 1o lhe
bed. Review of lhe "Comprehensive Care Plan"
rovised on 06/17/10, revealed the care plan
included the inlerventions from the "Rasident
Accldant/incident Repont”.

IMerview, on 01/24/11 at 7:19 PM, with
Registered Nurse (RN) #2 revealed she was on
duty 06/17/10 when Resident #13 was found on
ihe tioor. The RN stated the resident had to have
"squirmed" through the sida rails in order to get
out of bed.

Interview, on 01/24/11 at 4:51 PM, with State
Ragistered Nurse Aide (SRNA) #13 revealed he
was on duty 06/17/10 when Resident #13 was
found on the flgor. Per the SRANA the side ralls
ware up. The SANA stated Resident #13 would
glide to the foot of the bed and \ry to gel out. He
| slated the nurses were aware of the residenl’s
habil of sliding to the oot of the bad.

In inlerview, on 01/24/11 at 5:49 PM, SANA #7
was on duty when Rasiden! #13 fell on 06/17/10.
SRANA #7 stated the side rails were up when she
eniered the room to assist with the resident. The
SRNA verlfied the resident would slide 1o the foot
"| of the bed and attempt to get up. She slated the
nurses were aware the residents allempts 10 get
out of bed.

Intarviow, on 01/24/11 at 5:28 PM, with SRNA #5
ravealed Rosident #13 Iried to ¢climb out of the
bed prior to the faill on 06/17/10 and “still tries to
climb out of the bad®.

Interview, on 01/25/11 at 3:50 PM, with RN

continuglion of Irequent visual checks, encourage

F221| 4. As part of the facility’s ongoing
quality assurance program the
Director of Nursing will audit 10%
of all restraint assessments monthly
for six months to ensure accuracy.
Weekly the facility will continue to

monitor restraint usage and

care meeting.

assessments during the quality of
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#3/MDS Coordinalor revealed after review of the
incident repont and the Nurse's Note, she did not
see anything about the side rails, therefore she
did not compiete a "Side Rall Assessment” tor lhe
06/17/10 fall. RN #3 steted she had completed
the 06/12/10 tall lollow-up assessment on
Rasident #13 after-the fall on 06/12/10 and could
590 no r¢ason to add any other interventions than
those she had suggested; even though the
documentation on the incident report dotalled the
resident was getting in and oul of bed wilh side
rails up.

Interview, an 01/25/11 a1 2:53 PM, with Licensed
Practical Nurse (LPN) #1, who also compieted
*Side Rail Assessments”, revealed based on her
review o!f the inciden! repon, dated 06/17/10, and
the Nurse's Notes for the 06/17/10 lall, she would
need to camplete a more comprehensive review
ol the side ralls to determine the need for heir
conlinued use,

Further record review revealed no documented
evidence that the lacllity re-assessed to
delermine whether Resident #13's continued use
ol the slda ralls was sale.

Inlerview, on 01/25/11 at 3:55 PM, with the Vice
President of Clinical Operations revealad based
on the ingident report and (he Nurse's Note for
the 06/17/10 fall, she would assume the residani
had climbed oul of the bad but would need
additional intarmalion,

Review of tha Minimum Dala Sel assessments
dated 07/30/10 revealed the facility assessed
Resident #13's side rails as resirainis.

Raviow of the "“Slde Rall Assessmenl” dated

Fa21
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07/30/10 revealed the 1acillty continued 10 855855
ihat there was no poss|bliity thal Resident #13
would climb over the side rails.

Record review revealed these assessmenls were
complated by RN #3/MDS Coordingtor. Inlerview
with RN #3/MDS Coordinator revealed when
conducting & review of side ralls she would
interview staff , review clinical records and look at
incident reports that may have been completed.

| However, turther review of these assessments
revealed no evidence AN #3MDS Coordinator
considered the 06/17/10 tall involving the side
ralls when completing the side rall assessment lo
determine the safety of this resident's continued
use of side rails, '

Revlew of the "Nurse's Notes", dated 08/08/10 at
10:30 AM, revealad Resident #13 had been found
lying on the Hoor and was assessed 1o have no
injurles. Per the Note, the resident was tound on
the floor and the side ralls wara stilt up. At 830
AM, an assessment ol Resident #13 revealed no
apparent injury. Additional Notes {imed at 12:00
PM and 12:30 PM revealed no discomfont was
noted. Per lhe 1:30 PM entry Resident #13 was
noled lo have pain In the right lowar extremity
upon transler to bed and was gent 1o the hospital
tor turther evaluation. Review of the "Progress
Note", dated 08/11/10, revealed the resident had
undergone a Tolal Hip Adhroplasty (hip
replacement) after a traclure to the right hip.
Additionally, the Nurse's Noles detalled the
incident report was faxed 1o the Physician.
However, the facllity was unabla 1o provide
documented evidance of the incident report, for
this fall.

Intarviaw, on 01/24/11 al 4:41 PM, with AN #1

F 221
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1 facility assessed Residont #13's side ralls as

factors associated with the use o! the side rails.

| Review of the "Side Rail Assessment” for

Continusd From page 6

revealed she was on duly on 08/08/10, when the
resident sustained a fall. The AN stated when
she enlered the resident's room the residen was
lying on the floor. The RN stated the residem
would have had to have climbed over tho slde
rails or oul the toot of the bed. The RN stated the
0B/08/10 fall was 1he tirst time she was aware that
Resident #13 had fallen gelling out of bed.

intarview, on 01/25/11 al 10:43 AM, with Siale
Registerad Nurse Aide (SRNA) #6 revealed
Aesidenl #13 was silting on the itoor when she
entared the room on 08/08/10. The aide staled
the side rails were up.

Review of the Signiticant Change Minimum Data
Set assessment dated 08/20/10 revealed the

restralnts,

Review of the "Resident Assessment Prolacol
Summary' (RAPS) dated 08/26/10, revealad the
facllity assessed Resident #13 to have a physical
rosiraint and the use of an atarming seatbel
related.to a history of talis from the wheelchair,
The RAPS did not identify the res|dant's side rail
usage as a resiralnt and dlid not detail any risk

Additionally, the RAPS detailed the resident had
experiencad a recent tall with hip fraciure.
However, the tacilily did nol idenlily/address the
risk factors related lo the use of side rails
regarding the resident's falls on 06/17/10 and
08/08/10.

Resident #13 with an assessmen! date o
08/20/10 revealed the facility continued to assess
the resident 10 have no possibility to olimb over

F 221
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the side ralls, There was no documented

| evidence the tacifily allempled to reduce or
eliminate the use of the sida rails Irom 03/15/10
(hrough 01/24/11. .

Interviews, on 01/24/11 at 4:51 PM, 5:28 PM, and
5:49 PM, wilh SRNAS 45, #6, #7 and #1]
revealad they were aware that Resident #13
would scool to the foot of the bed and allempl o
get up. They stated the nurses were aware
Resident #13 woutd altempt to get out of bed.

In interviews, on 01/24/11 at4:41 PM and 7:18
PM and on 01/26/11 at 2:45 PM RN #1, AN #2,
AN #3 and LPN #1 denled knowledge of Resident
#13's attempt to get out of bed unassisted,

Observation of Resident #13, on 01/21/11 at
11:00 AM, revealed the resident was lying on the
bed with side rails in place. Observation, on
01/21/11 at 12:40 PM, revealed the resident was
lying on the bed with three (3) hall side rails in
place. Two (2) side rails on the right and one (1)
side rail an the left side. Observations, on
01/24/11 at 3:42 PM, revealed the resident was
lying on the bed with three (3) hall side railg in
place. Two (2) side rails on the laft and one (1}
side rail on the right side. Observation, on
01/24/11 at 5,15 PM, revealad the resident lying
on the hed with four (4) hall side ralls in place.
Random observalions, on 01/25/11 trom 11:50
AM until 3:20 PN, revealed the resident was lying
on the bed with four (4) hall side rails in place.

F 225 | 483.93(c){1)(ii)-(iil), (€)(2) - (4)

85<€ | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The l.aoilily must not employ individuals who have
been found guilty of abusing, neglecling, or

F 221

F 225

F225 I is and was on the day of 02/05/1 1
survey the policy of Ridgeway
Nursing and Rehabilitation to ensure
“that all alleged violations involving
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(X4) 10 ~ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION - o)
PREFIX {EACH DEFICIENCY MUST BE PAECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIONGHOWLD B | compuimion
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F 225 | Continued From page 8 F 225| mistreatment, neglect or abuse,
mistrealing residants by a coun of law; or have including injuries of unknown
heagdlsat r;ir;t:’l:geenltere: bInu:: the Slialle mIJrfe alide \ source, and misappropriation are
r rning abuse, neglecl, mistreatmen reported immed; .
of residents or misappropriation ol their propenty; d P ibed i mﬁdiately - The incidents
and report any knowledge it has of actions by a escribed in the statement of
count of law against an employee, which would deficiencies all involved residents
indicate unfitness for service as a nurse aide or who were confused. The definition
olhpr lacility staff to the State nurse aide registry of abuse is “a willful intent”. There
or licensing authorities. : .
was no willful intent on the part of
The facility must ensure thal all alleged violalions any resident described in this
involving mistreatment, negtect, or abuse, statement of deficiencies,
including Injurles of unknown source and
misappropriation of residant property are reparted
immediately \o the adminisirator of the fagility and
ta other officlals In accordance with State law ] o
through estabtished procedures (including to the |. Resident #13 is now bedfast and
Slate survey and certification agency). confused to ime, place, and person.
' esident #9's skin is intact and the
The facitily must have evidence thal all alleged Rk ) {hg IS dkw'th ¢
violations are thoroughty investigated, and must SKin lear healed withou
prevent further potential abuse while the complications.
investigalion is In progress, Resident #10 continues to have a
™ N of &l investicatt ‘b tod diagnosis of dementia with
e resulls of all investigations must be reporte . . .
lo the administrator or his designated behavioral dngturba!nces, with '."0
representative and to other officlals In accordance further behavioral issues. Resident
with State law (Including to the Siale survey and #10 receives psychiatric care
cenification agency) within 5 working days of the routinely with medication
|ncident, and il the gllagac'i viglation is verified adjustments. No further incidents
appropriale corraclive aclion musl be 1aken.
have been noted.
Resident #11 has a diagnosis of
. ) mental retardation. He receives
.;;\‘is REQUIREMENT is nol met as avidenced psychiatric care through Pathways
Based on Interview and record review it was and has had numerous medication
determined the facilily failed to ensure all alleged adjustments, No further incidents
violations Involving mislreatment, neglect or have been noted with resident 11,
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residenls (Resident #7, 9, #10, #11, and #13).

abuse Including injuries of unknown origin, were
reported Immadiately to the appropriate State
Agency as avidanced by the facliity falling to
report three (3) ditterent allagations of abuse
invoiving five (5) of nineteen (19) sampled

The findings include:

Review ol 1he facility’'s policy and procedures
enlitlad “Abuse Reponing" revealed upon
racelving reporis of misireatment, abuse,
misappropriation of propeny, or neglec, the
Administrator or Director of Nursing witl
immedialely report the inciden to the appropriate
State Agencles. In the event the Adminisirator of
the Director of Nursing is not avallable, the
charge nurse will report the incident Immediately.

1. Review of the clinical record for Resident #13
revealed documentation of a resident to resident
allercation involving Resident #13 and Resident
#9. Roaview of the Nurses's noles, dated
06/17/10, revealed Resident #13 look a sharp pin
and stuck Il Into Residen #9's leg causing a skin
tear. Funther review of the clinical récord -
revealed the lacility had assessed Resident #13
1o have savere cognllive impalrment. The lacillly
developed a care plan for Resident #13 for
disfuptive behaviors related to dementia with a
history of racurrent behaviors and intermittent
threatening behaviors. The lacility had assessed
Resident #9 lo have moadilied independence with
dally dacision making.

Interview with Licensed Practical Nurse (LPN) #2
on 01/21/11 at 4:30 PM, revealad Resident 413
took flowers out of the flower pot and sluck the
metal end on one of the flowers into Resident
#9's log. Review ol the facllly's reports revealed

FOAM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
BYATEMENT OF DEFICIENCIES ()ﬂ) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3J) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
_ : A BUILDING
. C
g, WING
185254 01/26/2011
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(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D " PROVIDER'S PLAN OF CORRECTION 6
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORAECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) YAG CADSS-REFERENGED TO THE APPROPRIATE DATE
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F 225 | Continued From page 9 F 225| Resident #7 was not harmed and did

not have any adverse effects related
to the incident in question. This
resident has a primary diagnosis of
Alzheimer's. :

2. All staff (licensed and unlicensed)
were inserviced on 02/04/11 by the
Ombudsman and Administrator on
abuse reporting protocol and the

need to report immediately, and on
Resident Rights. During the resident
council {approximately 18 residents} -
were questioned related to potential
abuse by other residents,

3. The Administrator and Director
of Nursing will review all incident
reports (Monday through Friday) and
shifl reports to ensure any alleged
violation of abuse, neglect, or
misappropriation is reported
immediately to all appropriate
apencies, and a thorough
investigation is conducted and
residents are protected during the
investigation. Per the facility policy
any allegations of abuse will be
reported immediately to the
Administrator. '
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a Resldent Accident/incident Report was
complated on 06/17/11 wilh a leltow-up repor
compleled on 06/17/11. Howaver, there was no
documented evidence the incldent had been
reported 10 the appropriate State Agencies.

2. Review of the olinical record for Resident #10
revealed two rasident to resldeni altercations
involving Resident #10. On 06/16/10 revisw of a
Resident Accident/incident Report revealed
Residant #10 was shouting and punching ancther
resident. The report steted tha other resident
obtained scratches on the arm. The resident who
was Injured was nol identilied. On 07/09/10
review ol the Resldenl Accidentincident Repon
rovealed Resident #10 was observed 0 hit
another resident in the chast. The residant who
was hit was not Identitied. The repont Indicated
thig resident was not injured. There was no
documented evidence these two incidents had
been reported 16 the appropriate Stale Agencies.

Review of the clinical record revealed the facility
had assessed Residert #10 lo be moderately
impalred in daily decision making. The resident
nad several diagnoses which included Demenlia
with Behavioral Disturbances.

Intarview with the Minimum Data Set (MDS)
Coordinator on 01/21/11 at 6:30 PM revealed she
coutd not remember the olher residents involved
in the 06/16/10 or 07/09/10 incidant,

Interview with Registered Nurse (RN) #1 on
01/21/11 at 6:45 PM, revealed she was the nurse
who had filed out the incident reporl on 07/0910,
but could nol remember the other resident who
was Involved.

4. As part of the facility’s ongoing
quality assurance program the
Administrator and Social Service
Director will review any incident of
resident to resident abuse to ensure it
is reported to proper authornities.
These incidents will be forwarded to
the QA committee for review
monthly. This will be ongoing.
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F 225 | Continued From page 11 F 225

3. Reviow of the olinical record for Resident #11
revealed a resigent o resident altercation.
Review of the Nurse's Notes on 10/22/10
revealed Resident #11 was rubbing another
resident on the back and was inappropriate with
ihis resident.

Interview with the Direclor ot Nursing on 01/20/11
al 10:15 AM revealed Resident #11 was observed
kissing Resident #7 on 10/2210. Per interview
and record review Resident #11 was placed on
one 10 one supervision untll the tamily arrivad.
The rasident was taken home for the weekend,
and sent tor a psychological avalualion on
10/25/10. The resident returned to the facliity on
10/25/10. There was no documentad evidence
the incident had been repcorted to the appropriate
| State Agencles.

Review of the clinical regord revealed Resident
#11 had several diagnoses which included Menlal
Retardation (MR). The facility had developed a
care plan lor Resldent #11 for socially
inappropriate/disruptive behavior which included
inappropriate sexual comments/behavior at times
related to MR.

Interview with the Vice President of Clinlcal
Servicas on 01/21/11 at 9:50 PM, revealed she
believed there was no intent for abuse related 10
the cognitive levels of resldents involved and lhe
incidents did not need 1o he reporiad to the State

Agencies. F28] It is and was on the day of
F 281 | 483.20(k)(3)(/) SEAVICES PROVIDED MEET F281| survey the policy of Ridgeway 02/18/1)
§8=0 PROFESSDNAL STANDARDS Nursing and Rehabilitation (0 ensure
The services provided or arranged by the lagility Services provided or'arranged by the
must meet professional stendards of qualily. facility meet professional standards
of quality.
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Based an interview and record roview it was
determined the facilily failed to carry oul
physician's ordaers for one (1) of ninsetean {19)
had a physician's arder to have a urinalysis on
08/1710.

The findings include:

Review of the clinical record revealed, &

be compteted on Realdent #7 on 08/05/10.
Howavaer, there was no documenied evidance

Review of the Nurse's Noles dated 068/06/10,
ravealed an attampt to obtaln 8 urinalysis had

agitatad. However, there was no documented
ovidence \hat gther alempts lo obtain the
vrinalysls were made.

the admitting nurge or the nurse receiving. the

calonder. Step #3 stated lhe medical record

physician.

Q1/21/11 at 2:15 PM, revealed she was nol

This REQUIREMENT is not met as evidencad '

sampled residents (Restdent 7). Resident #7

08/05/10. The tagility tauled to obtain the test until

physician's order was oblained for a urinalysis (0
that the urinalysis was completed until 08/17/10.

been unsuccesshul related lo the resident being

.| Review of the facility's * Lab Monltoring Syslemn®
policy dated 11/02/07, reveated Step # 2 staled

order would document (he order on the laboratory

person would check the calender and complste a
lab requisition for the labs 10 ba obtained. Step
#4 indicaled that a copy of the requisition would
be maintained in a notebook at the nurse's station
until the resulls were returned and reported lo Lthe

Inlervle\;v with the Director of Nursing (DON) on
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
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F 261 | Continued From page 12 F 281

|. The urinalysis on Resident #7 was
attempted on 08/05/10, however the
resident refused. Resident #7
remains in the facility and has had
additional urinalysis since 08/17/10,
which were reviewed in accordance
to physician’s orders and obtained as |’
ordered.

2. All residents could potentially be
affected. All ordered labs are
monitored by the Director of Nursing
on a daily basis to ensure there are
none missed. This will be
accomplished by reviewing the
requisitions and lab calendar. This
process will be ongoing.

3. Labs ordered are placed on the
_lab calendar by the nurse receiving
the order, daily medical records
completes lab requisition for the next
lab day. A copy of the requisition i$
maintained in a notebook at the
nurse's station until lab results are
retumed and reported to the
physician. The copy will be
removed from the notebook by the
nurse after he/she reports the results
to the physician. If a requisition
remains in the notebook then this

FORM CMS-2507(02-08) Pravious Vesglans Obsalate
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F 281 | Continued From page 13 F 281| will flag the nurse that a lab has been
employad during August, 2010, but was now the missed. The notebook will be
one responsible for tracking labs. She was checked daily.
unaware Lhat the lab had not been obtained in a :
fimely manner. )
F 309 | 483.25 PROVIDE CARE/SERVICES FOR' £ 309{4. Weekly duringthe
85= | HHGHEST WELL BEING - interdisciplinary care conference

Each resident musi racelve and the facllity mus!
provide the necessary care and services to attain
or maintain the highest practicable physical,
menlal, and psychosaoclal well-being, In
accordence with the comprehensive assessment
and plan ol care.

This REQUIREMENT is not met as evidenced
by:

Based on Interview and record review it was
determined the tacility tailed to provide the
nacessary care and servicas lor four (4) of
nineteen (19) sampled residents when the Bowel
Care Protocol was not Implemented consistently
(Residants #12, #18, #8, and #8).

The lindings include:

Review of the tacility's Bowe! Care Protaco!
revealed the Nursing Assislant/Nursing would
dooument every shifi i & resident had a bowel
movement. The poficy stated if a resident had
gona three (3) days without having adequate
bowel elimination, the bowel prolacol would be
implemented.

medica! records will audit the charts
of those residents scheduled for care
plans 10 ensure labs have been
obtained as ordered. A report will be
forwarded 10 the Director of Nursing
‘weekly.

F309 It is and was on the day of 02/18/11
survey the policy for Ridgeway
Nursing and Rehabilitation 1o ensure
each resident receives and the
facility must provide the necessary
care and services to attain or
maintain the highest practicable
physical, mental, and psychosocial
well-being, in accordance with the
comprehensive assessment and plan

1. Review of the Clinical Record revealed of care.
Resident #12 was admlitted on 11/18/10 wlilh
diagnoses which Included Diabetes,
Hypertension, and status post Cérebrovascular
FORM GME:2667(02-80) Pravipus Vorelons Qbsolete Evant 10: OBSAN Faciy |D: 100427 I continuation aheet Page 14 of 30
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Review of the Physician's Order, dated 06/23/09
and renawed monlhly, revealed Resldent #18 wasg

.| November 22 (lour days), and Dacember 23 and

Agcident (Strake). Raview of the Physician Order
dated 11/19/10 revealed the rasldent was 1o
receiva Lactulose, 20 Grams as neadad for no
bowel movemani in three (3) days. Review of the
Bowe! Information Tracking Log for the month of
December revealed Resident #12 did not have a
bowel movement lor five (8) days beginning
December 1. Raview of the Medication
Administration Record (MAR) lor the month of
Qocember revoaled no Laclulose was
adminislered, as ordered, during the live {5) day
period.

2. Review ol the Clinical Record revealed
Residen #18 was admitted an 06/23/09 wilh
diagnoses which included Conlusion, Diabetes,
and Stalus Post Cerabrovascular Accident.

to receive Lactulose, 10 Grams, every three days
as needad for constipation. Review of the Bowel
Intormation Tracking Log for September 2010
revaalad Resldent #18 had no bowal movement
tor the four (4) day period between September 14
and Seplember 17 (four days) and September 25
through September 30 (six days). Continued
raview of the Bowel Informatlon Tracking Logs
ravealod Resident #18 had na documented
evidence of a bowsl movemant between Qclober
2 and Qctober 5 (lour days), November 19 and

28 (six days). Review of the MAR tor the months
of September, October, November and
December of 2010 revealed no Lactulose was
given, as ordered. during these periods.

Review of Rasident #18's Comprehengive Plan of
Caro, developed on 07/12/09, revealed the tacilily
had assessed the resident for the potential tar

{X4)1D 0 PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFIGIENCY MUST 82 PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETON
TAG AEGULATORY ORA LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 309 | Continued From page 14 F 309

Director of Nursing.

1. Resident #12 has been discharged
to home. '
Resident #18 remains in the facility
and is being monitored closely due to
his diagnosis of constipation and
diagnosis of volume depletion.
Resident #8 remains in the facility.
He has a terminal diagnosis with
minimal P.Q. intake. He is being
monitored closely.

Resident #6 remains in the facility.
She requires frequent narcotics
related to a fracture. She is being
monitored closely.

2. All nursing staff (licensed and
unlicensed) were inserviced on the
bowel care protocol on 01/27/11 by
the Administrator and Director of
Nursing.

All resident bowel records will be
reviewed daily by the night shifi
nurse to ensure the bowel protocol is
implemented accurately. Daily a hst
of residents who require bowel
intervention will be forwarded to the

All resident bowel records have been
reviewed by the Director of Nursing
on 02/1 71 ).
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constipation related lo the resident’s decreased
immobility and history of a Cardlovascular
Accident {CVA). Intervantions included to monilor
and record bowel movements, 10 report it the
resident had not had a bhowal movement in three
days, and 10 iniilate bowe! protocol it neadad.

3. Clinical Record review revealed Resident #8
was admitted on 04/03/08 with diagnoses which
included Chronic Pain and Depression. Review
of the Physician's Order, dated 10/22/10 and
renswed monthly, revealed the resident was 10
recelve Lactulose, 20 grams as needed for no
bowel movement in three (3) days. Review of the
Bowel Information Tracking Log for December
2010 revealad Resident #8 did not have a bowel
movemaent lor the lour {4) day pariod betwean
Dacember 22 and Decembar 25. Review ol the
MAR for December 2010 revealed no Lactulose
was given, as orderad, during thal period.

Review of Resident #8's Comprehensive Plan of
Care, revised on 11/09/10, revealed the lacllity
had assessed the resident for the potential for
constlpation related to Ihe resident's immobilily,
narcolic use, and chronic complalnts of
constipation. Interventions Included 10 monitor
and record bowel movements and to report if the
raesident had not had a bowel movernen! in three
days; to initiate bowel protoco! If needed; and,
Lactulose as needed.

4. Review ol the Clinical Record ravealad
Resident #6 was admitted on 04/28/10 with
diagnoses which inciuded Demenila, Anxiely, and
Depression. Review of the Bowel Information
Tracking Log tor December 2010 revealed no
documented evidence 1he rasident had a bowel
movement tor \he six (6) day period between

SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDEA'S PLAN OF CORRECTION (8)
é:‘e’;& (EACM DEF(CIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMLETION
TAG AEQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
Continved From page 15 F 309

~nurse will inttiate necessary

3. Daily the night shift nurse will
monitor the bowel log to ensure
residents are having adequate
elimination and follow up
intervention. The day shift charge

intervention. The bowel protoco)
witl be implemented if the resident
has not had a bowel movement in (3)
three days. Day one a laxative will
be administered, if no results day
two a fleets enema will be
administered, if no results day three
a soap suds enema will be
administered. The Director of
Nursing will receive a list (Monday
through Friday) and charge nurse
(Saturday/Sunday) of those residents
who require assistance with bowel
elimination.

4. As a pant of the facility's ongoing
quality assurance program the
Director of Nursing or assessment
nurse will audit 0% of all bowel
climination records daily (Monday
through Friday) to ensure the above
process is being completed. This
process will be ongoing.
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Decamber 21 and December 27. Review of the
Physiclan‘s Order, dated 09/22/10 and renewed
monthly, revealed Resldent 36 was 10 receive
Laclulose, 20 Grams every three () days as
needed if no bowal movemant. Reviaw of the
Mar tor December 2010 ravealad no Lagtutose
was given, as ordered, during the perlod.

Inlerview with Certitied Nurging Assistant (CNA)
#13 on 01/21/11 at 1:50 PM revealed the CNAs
were responsibte for filling out the bowel log, on
every rasident, every shift. She stated the lag
was given to the nurse every day.

Int@rview with Certified Madication Tachnician #1
on 01/21/11 at 2:15 PM reveated the CNAs gave
the bowel movement repon to the nurse at the
end of each shift. She staled the night nurse
would give Lactulose, 20 grams it a resident had
no bowel movemaent for three (3) days.

Interview with the Administrator and the Director
of Nursing on 01/21/11 revealed the bowel
protocol had been reviewed; in-gervices
education had been conducted with stalf; and,
monitoring was in place. Per interview this had
been fully Implemented by the middle of October.
However, record review revealed Interventions
had not been imptemented per Ihe facilily's
protoco! in November and/or December tor
Resldenis #6, #8, #12, and 18,

F 323 | 483.26(h) FREE OF ACCIDENT

g6=0 | HAZARDS/SUPERVISION/DEVICES

The tacilily must ensure that the resident
environmant ramains as Iree of accident hazards
as is possible; and each resident receives
adequale supervision and assislance devices lo
pravent accidents.

F 309

F 323| F323 Itis and was on the day of
survey the-policy of Ridgeway
Nursing and Rehabilitation 1o ensure
that the resident’s environment
remains as free of accident hazards
as is possible; and each resident
receives adequate supervision and

02/18/11
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This AEQUIREMENT is nol mat as evidenced
by:

Based on observalion, inlerview and record
reviow it was determined the facilily failed 10
identify environment risk and causal factors for
1alis related to side rails tor one (1} of nineteen
{19) sampled residents (Resident #13). On
08/17/10, Resident #13 fell from the bad wilh the
side rails ralsed. The faclity's lall Investigation
failed to identily side rails as a causatl factor to the
resident's fall, despite stafl knowledge of this
resident's attempls to gel oul of bed with the slde
falls ralsed. This lailure prevented the facility
from re-assegsing the resident for continued sale
use of side ralls. Resident #13 had a second fall
trom the bed with side rails raised on 08/08/10,
and was hospitalized for surgical repalr of a
fractured hip. The lacility failed lo identify causal
factors of the two (alls and falled to re-evaluale
rlsk Jactors assoclated with climbing over side
ralls on 06/17/10 and on 08/08/10 when Resident
#13 sustained a fractured righl hip requiring Total
Hip Anthroplasty (hip replacement).

The findings include:

Raview of the "Falls Program" revealed Incident
reponts would be reviewed by the Director of
Nursing and a lalf's assessmenl would be
completed.

Revlew of the "Side Rall Assessment” policy
revealad side rail assessments should be
complated upon admission, quarterly wilh the
Minimum Data Set (MD3) assessment, and with
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assistive devices o prevent
accidents.

1. Resident #13 remains in the
facility.  Her condition has changed
significantly since her last fall. She
is now bedfast and rarely responsive.
Her restraint assessment remains
unchanged.

2. All residents who have orders for
side rail use have been reviewed for
accuracy of their assessment and
possible reduction, by the Director of
Nursing and Administrator. This
review was conducted on 02/17/11

3. Weekly during the _
interdisciplinary plan of care meeting
the Director of Nursing and/or MDS
Coordinator will review the side rail
assessment for accuracy. If a
resident who uses bilateral side rails
experiences a fall within 72 hours of
the incident the Director of Nursing
will review the side rail assessment
10 ensure accuracy of the assessment.
All accident repons and
investigations are reviewed daily
(Monday through Friday) by the
Administrator and/or Director of
Nursing to ensure a safe environment
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'| side rall assessmants were completed with the

1 use of restraints. Per the facilily's policy, restraints

any significant change. Additionally, full side ralls
could be consldered a restraint and if assessed
as a restraint should be treated accordingly. The

quarterly MDS assessments.

Review of the "Restrainl-Physical® policy, daled
01/09/02, ravealed no information related to
reassessing the use of a rastrainl after a resident
had an incident (fall) which may be relaled to the

wera 10 be re-avalualed at leas! quartarly to
determine thair conlinued need. Additionally, the
polley stated the facility should make every affort
1o ellminate the use of 1he restraint,

Review of the clinical record revealed Resident
#13 was admilted lo the facility on 02/16/04 with
diagnoses which included Dementia and
Depression. Review of the faclllly's Side Rail
Assessmaent, dated 03/15/10, revealed the facifily
assessed Rasident #13 as incapabie of tiimbing
over the side ralls. Review of the 03/16/10
"Physician's Order Form® and "Treaiment Record’
revealed side rails were to be raised limes two (2)
for Resident #13's positioning and mobility. In
interview, on 01/21/11 at 6:45 PM, AN #3/MDS
nurse stated the Physiclan's order for side rails
times two (2) meant the four side ralls would be
up. She explained this was due to the facliity
beds usually had two {2) lull side rails. Review ot
the 04/30/10 Side Rail Assessment revealed the
faciily continued to assess Resident #13 to have
no possbilily to climb aver the side ralls. Per the
quarterly Minimum Dala Set (MOS) assassments
dated 05/06/10 the faclity assessed Residenl
#13's side railz as restraints.

Raview of the "Comprehensive Care Pian” dated

" 4. As part of the facility's ongoing

for the residents. A complete audit
was conducted by the Administrator
and Director of Maintenance on
02/17/11 1o identify any safety
hazards.
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quality assurance program the
Director of Nursing will audit 10%
of all restraint assessments monthly
to ensure accuracy. This audit will
continue for six months. Monthly
the Direclor of Maintenance will
conduct an audit for safety hazards.
This will be ongoing.
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05/12/10 revealad Resident #13's side ralls were
identified as a restraint. The facllity's goal relaled
to use of lhe slde rails was lor the residem to be
{ree from injury. Additional review ol the care
pian for the problem "Routine Care Needs®
revealed tho side ralls ware 10 be up times two (2)
with inlerventions which Included: dated 05/14/08,
the right side rail to be up, dated 06/12/10
seaibelt atarm.

Review of the “Nurse's Noles" and a "Resident
Accldent/incident Repont” dated 06/17/10

revealed Resident #13 was found silling on the
floor besigde the bed with two (2) long side rails In |
use. The facility assessed resident #13 as having |
no injurles. Per the incident repont, the resident
was gelting in or oul of bed. However, review of |
‘the incident rapori revealed no documenled |
avidence ihat the facility identified the side rails as;
a casual factor in the resident's fal. |

Interview, on 01/24/11 at 7:19 PM, with
Reglstered Nurse (RN) #2 revealed she was on
duty 06/17/10 when Resldent #13 was found on
the Nloor. The AN slated the rasident had to have
“gquirmed® through the side ralls Iin order to get
out of bed.

interview, on 01/24/11 at 4:51 PM, with State
Registered Nurse Aide (SRNA) #13 revealed-he
was on duly 08/17/10 when Resident #13 was
tound on the ligor. Per the SRNA the side rails
ware up. The SANA slated Resident #13 would
slide (o the foot of the bad and try to get oul. He
stated the nurses were aware of the resident's
habit of sliding to the foot of the bed.

In interviaw, on 01/24/11 at 5:49 PM, SRNA #7
was on duly when Resident #13 lall on 08/17/10.

F 323
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| bad prior to the fall on 06/17/10 and "still \ries lo

SRANA #7 stated the side rails were up when she
entered the room to assist with the resident. The
SRANA verified the resident would slida 10 the foot
of the bed and attemp! 1o get up. She stated the
nurses were aware the of the resident's attempts
to get out of bed.

intarview, on 01/24/11 at 5:28 PM, with SRNA #5
revealod Restdant #13 trigd to climb out of the

climb out of the bed".

Interview, on 01/25/11 at 3:50 PM, wilh
AN#I/MDS nurse revealad, after reviewing lhe
inciden! report and Ihe Nurse's Note, she did not
see anything aboul the side ralls; therefore, she
did not complete a "Side Rail Assessment” lor the
06/17/10 lall. RN #3 statad she had complsted
the 06/17/10 fall follow-up assessment on
Resident #13 and could see no reason to add any
ather interventlons than those she had suggested
which included conlinue visual checks of resident
fraquently, remind resident not 10 stand or
transfer without assistance, and add a pressure
pad alarm to the bed. AN #3/MDS nurse
confirmad thal she had not identified the side ralls
as a causal lactor to the falls and therolore did
not complets a reassessment of Resident#13 to
determine il continued use of side rails was sale
for this resident.

Review of the "Comprehensive Care Plan®
revealed the facility identitiad problems related to
trauma, patentlal for injury relatad ta falls,
Psycholropic drug use, bowel ang bladder
incominenca, and falls on 06/17/10 which
Included the following interventions: dated
05/14/08 included the right side rail 10 be up;
dated 05/12/10 seatbeltl alarm; dated 0611710
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| continue visual checks of resident frequently and

remind resident not 1o stand or transfer withoul
asslstance, and, a pressure pad alanm to the bed.

interview, on 01/25/11 at 2:53 PM, with Licensed
Practical Nursa (LPN) #1, who also completed
~Side Rall Assessments’, revealed based on her
review of the incident report, dated 06/17/10, and
the Nurse's Notes for the 08/17/10 lall, she would
need lo complete a more comprehensive review
ol the side rails to delermine the need for their
contlinued use.

Interview, on 01/25/11 al 3:55 PM, with the Vice
President of Clinical Operations revealed based
on the incident report and the Nurse's Note for
the 08/17/10 fall, she would assume the resident
had climbed out of the bed bul would nesed
additlonal information.

Review of the "Nursa's Noles’, date 08/08/10 al
9:30 AM, revealed the taciiity stalf found Residem
#13 lying on the lloor and assessed theo resident
as having no injuries. Interview, on 01/24/11 al
4:41 PM, with RN #1 revealed she was on duly on
08/08/10. The RN siated when she entered the
resident's room the resident was lying on the
floor. The RN stated the resident would have had
1o have climbad over the side ralls or out Lhe foot
of the bed. The RN staled the 08/08/10 (alt was
the first time she was aware thal Resident #13
had fallen gelting out of bed. interview, an
04/25/11 at 10:43 AM, with State Registered
Nurse Aide (SRNA) #6 reveaied Residant #13
was sitling on the floor when she enlered the
room on 0B/08/10. The SRNA stated Ihe side
rails ware up, as they always were when the
resident was in bed. The facility was unable 10
provide documanted evidence of the Incident
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SUMMARY STATEMENT OF DEFICIENCIES

‘Aeslident #13 would scoot to the foot of the bed

rapont or investigation related to this fall.

Further reviaw of the Nurse's Note®, dated
0B8/08/10 at 1:30 PM, revealad Resldent #13 had
pain in the right lower extremnity upon transfer 10
bed and was sent to the hospital tor further
avaluation. Review of the hospltal "Progress
Note", dated 08/11/10, revealed Resident #13 had
undergone & Total Hip Anthroplasty (hip
roplacement) after a traclure 10 the right hip.

Review ol the “Side Rail Assessment” form
revealod the laclity continued to assess Resident
#13 as having no possiblity thal he/she climbed
over the side rails on 08/20/10. Interview, on
01/25/11 at 3:50 PM, with AN#3/MDS nurse
revealed when conducling & review of the side
rails she would interview staff, review clinical
records, and look at any incident reponts thal may
have been compleled. Interviews, on 01/24/11 at
4:51 PM, 5:28 PM, and 5:49 PM, with SRNAs #5,
#9, and #7 revealed they wera aware that

and attempt to gel out of bed, by sliding down 10
the foot of the bed. They slated the Nurses were
aware Resident #13 would attempt to gel aul of
bed. While interviews with facllity staff identified
they were aware of the resident's tendency 10
attemp! to get oul ol bed while the side ralls were
raised, additiona review of the "Side Rall
Agsessment” form revealed no evidence the
faciity re-evaluated Residen! ¢#13's side rails as &
causal factor for the falls on 06/17/10 or on
06/08/10.

Observation of Rasident #13, on 01/21/11 at
11:00 AM, revealed lhe resident was lying on the
bed with side rails in place. Observation, on
01/21/11 al 12:40 PM, reveated the resident was
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PALATABLE/PREFER TEMP ;

_ - |
Each residen! recelves and the tacility provides
food prepared by methods thal conserve nulrilive
valus, flavor, and appearance; and food thatis |
palatable, atiractive, and al the proper |

temparature.

This REQUIREMENT is not met as evidenced
by: _

Based on observation and Intarview it was
determined the facility falted lo ensure food was
served al proper tlemperatures as evidenced by
focds served at substandard temperalures.

The findings include:

Observation of 100d temperatures on 01/19/11 al
12:40 PM ravealed temperatures of ninely (80)
degrees Farenheit tor broccoll, ninaty-two (92)
degrees Farenheit for stulfing with gravy,
elghty-eight (88) degrees Farenheil for pork
chops which were ilems served 1o residents
receiving a regular diet for lunch.
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lying on the bed with three (3) ha!f side rails in
ptace. Two (2) side rails on the right and one (1)
slde rall ori the left side. Observations, on
01/24/11 at 3:42 PM, revealed the resident was
lying on the bed with thres (3).half side ralla in
placa. Two (2) side rallz on the left and one (1)
side rail on 1he right side. Observation, on
01/24/11 a1 5:15 PM, revealed lha resident lying
on the bed wilh four (4) hail side rails in place.
Random observations, on 01/25/11 lrom 11:50
AM until 3:20 PM, revealed the resident was lying )
on the bed with four (4) hall side rails in place. h -

£ 384 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, £ aga| F364 Iisand wason thedayof 1 02/18/11

survey the policy of Ridgeway
Nursing and Rehabilitation 10
provide food prepared by method
that conserve nutritive value, flavor,
and appearance; and food that is
palatable, attractive, and at the
proper temperature.

I. The residents were no adversely
affected by the food temperatures.

2. All dietary staff were inserviced
on 02/04/11 by the Administrator on
proper food tlemperatures.

3. A plate warmer was purchased
Qon 01/14/1) 1o help maintain proper
food temperatures. In addition the
daily temperature logs will
forwarded to the Administrator for
review, :
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The facility must -

(1) Pracure food from sources approved or
considerod satistactory by Federal, State or local
authorities, and
(2) Store, prepars, dislribule and serve food
under sanltary conditions

This REQUIREMENT is nol met as evidenced
by:

Based on obsarvation and interview it wag
detarmined the facilily feiled 1o store, prepare,
distribute and serve foods under sanitary
conditions as evidenced by oul-dated food items
slored In the relrigerator, scoop handles turned in

A | OSSO | oy | it eomicroy |
‘TAG REGULATORY OR LSG IDENTIFYING INFORMATION) rraggm cé%‘é%’.'n%????ﬁ&’é $§ Trtr(c)eN :;%%SR?AETE o
DEFICIENCY)
F 364 | Conlinued From page 24
pag _ F 364 4. As part of the facility’s ongoing
Interview on 01/19/11 at 12:30 PM with the quality assurance program the
Dietary Manager revealed har goals for point of Dietary Manager will audit trays
service temperalures for the residenis were one weekly at varying times to ensure
hundred and fifteen (115) degrees Farenheil or proper temperatures of food
greater for hot food itemns and less than forty-one . . ood. A
(41) degrees for cold food items. report will be reviewed monthly by
the QA commitiee of the above
o findings. This process wil) continue
Raview of the facility's policy regarding point of for 6 months,
‘service temperatures tled "Minimum
Temperature at Point of Service to Resident,* not
dated, rovealed vegelables should be at least
belween 115-125 degrees Farenhsil, meat should
be at leas! balween 115-125 dagrees Faranhait
and casserole dighes (such as the stutling with
gravy) should be al least betwasn 115-120
degreas Farenheit.
F 371 | 483.35()) FOOD PROCURE, F371] F371 Itis and was on the day of 02/18/1)
$SxE | STORE/PREPARE/SERVE - SANITARY survey the policy for Ridgeway

Nursing and Rehabilitation to store,
prepure, distribute, and serve good
under sanitary conditions.

1. The out of date food and personal
drinks were immediately removed
from the refrigerator. Scoop handles
are now turned in one direction.
Handles outward to prevent
containing scoops when reaching for
them. Food temperature logs have
been re-implemented. This is being
monitored daily by the Dietary
Manager.
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(X&) I SUMMARY BTATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION 6
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORAECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
£ 371 | Conlinued From page 25 Fa71
e L o ||, eyt i
ur .
tood items served to rasidents. on 02/04/ l.l by the Administrator on
the above issues.
The findings include:
3. The Dietary Manager will daily
Observation on 01/18/11 at 2:50 PM revealed two - .
(2) twenty-eight (28) ounce containers of sour (Monday through Friday) and the.
cream with manulacturer's expiration dates of cook (Saturday and Sundslly) will
01/02/11 lor ane container and 01/16/11 for the check food storage, utensil storage,
other. and food temperature log for
: Interview with the Dlatary Manager on 01/18/11 al _comp!nance.

3:10 PM revealed the sour eream should have . i
been used or discarded belore or on the 4. As pan of the facility's ongoing
expiralion date. quality assurance program dietary
. ' sanitation will be monitored month!
Observation on (1/18/11 at 3:.00 PM revealed a f n h i ths by th y
drawer in the island food preparation table or the next six months by (he
contalning scoops with the handles turned in Dietary Manager. Daily the Dietary
multiple directions. Manager is auditing key areas for
Intervi ith the Dietary Manag 0118/ at sanitation and reporting to the

erview w ietary er on . C .
3:00 PM revealed the scoops should be stored Administrator. Monthly the dietician
upside down and handles turned In one (1) will review sanitation and report to
diraction to prevenl sediment and hands from the Administrator. Included in this
coming in contaot with 1he food contact surface. report is equipme“t sani[a(ion,
Observatlon on 01/19/11 et 11:45 AM revealed §torage ofulensﬂs.anﬂlfgod, e::‘
Dielary Aide #8 was measuring lempaorature of lhese assessments will be made part
lood ilems to be served to rasidents on the lunch I of the QA minutes,
trayling, it was noted there wera no lemperatures
taken on the puroed vegetables, the pureed
slufftng, 1o determine il adequale temperatures
wero reached during the cooking and holding
process. Coffee and these items were
subsequenlly served to residents eating dinner at
the lauility.
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§5=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a sale, functional,
sanitary, and comfortable environment for
residents, stalf and the public.

This REQUIREMENT i3 not mel as evidenced
by.

B‘;sed on observallon and interview, it was
determined the facilily tailed to provide a sale,
tunctional, sanitary and comtortable environment
for rasidents, stafl and the public as evidenced by
cracked iilas on A Hall, the tlle behind the bathtub
in shower room on C Hall was cracked, broken
meotal hand rall in showsr rocm C and broken
handrall In the shower room.

The lindings Include:

Observation on 01/18/11 at 10:15 AM revealed
cracked tiles in Shower Room on C Hall. There
was a ponion of a metal handla bar fell hanging
on wall in this same shower room. Also, a portion
of a heavy plastic bar was teft hanging in shower
in shower room on Hallway C. Also, on the
hallway qoing betwean the dining room and past
the nurse's slation had several cracked and
warped lites.

Observations of hot and ¢old waler temperalures
in room A11 revealed the waler was forty (40)

(X4) 10 SUMMARY STATEMENT QF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ABGULATORY O LSC IDENTIFVING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)
F 371 | Continuad From page 26 F 37
Interview with Dietary Aide #8 on 01/19/11 at
12:16 PM revealed she normally does take the
temperatures af all toed items befare food and
drinks are servad 10 residents. She could not
explain thig instance.
F 465 | 483.70(h) F 465

F465 Itis and was on the day of 02/19/11
survey the policy of Ridgeway |
Nursing and Rehabilitation to
provide a safe, functional, sanitary,
and comfortable environment for
residents, staff, and the public.

1. The facility has obtained several
bids to replace the cracked tiles in
the hallway. These tiles have been
replaced numerous times only (o re-
crack due to the unlevel concrete
under the tile. To correct this floor
permanently will require extensive
renovation. A contract has been
signed with Carroll Flooring on
02/18/11 which details an expected
completion date of 04/29/11,

The métal handle bar and plastic
towel bar have been removed. It
should be noted one central bath has
been completely renovated and the
bath on B/C hall is scheduled for
repairs. The cracked tile in the
shower room has been temporarily
repaired. The plumber corrected the
waler temperature problems on
01/18/2011.

FORM CMS-2687(02-98) Pravinus Verslons Qbeolele Event ID:OB6RM
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C
186264 b e 01/26/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
408 WYOMING ROAD #38
RIDGEWAY NURSI HABILIT, Y ;
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(X4 ID SUMMARY SYATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH COAREQTIVE ACTION BHOULD BE GONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CANSE-AEFERENCED YO THE APPAOPRIATE DATE
DEFICIENCY)
F 465 | Continued From page 27 F 465 2. All maintenance requests are
degrees Farenhait. being monitored by the
. 01119/11 al 3:45 PM with the resident : Administrator (Monday through
nterview on a3 wilh the residen .
from room A11 reveated he/she had been T‘dahY)' On S_aturd.a_y and Sunday
complaining aboul the water lemperature for the charge nurse will call the
months, The resident stated, ‘il didn't do much Maintenance Director for emergency
good with previous administration, but il was repairs.
addressed wilh this one, pretly quickly'. Furher
interview revealad the maintenance man had 3 . .
bean in {o attempt to fix it, bul he weas unabla 10 . A maintenance request will bc_
do so. completed for any necessary repairs,
. . Once the repair is completed it will
Interview on 01/19/11 al 3:55 PM with the be forwarded to the Administrator
Maintenance Director, revealed he had with-a date repaired and initials of
attempted to resolve the siluation, but had (o call + da'e repairec and inttials o
in a plumber. When interviewed related to the who repaired the problem.
damaged tile, the Malntenance Director stated he o epen s .
has procured several estimates and was walling 4. As part of the facility’s ongoing
for corporate to give approval. The Director qua_hly assurance program monthly
slatod he was afrald someone was going to get maintenance will provide the
hurt on slther the cracked or badly warped tiles Administrator with a report detailing -
520 :;g’;g:’o;‘(‘:;sgiﬂstaﬂ"“' F 60| 20Y repairs which have not been
s5<€ | COMMIT TEE-MEMBERS/MEET complelgd and the e‘s.umaled time of
QUARTERLY/PLANS completion. [n addition, monthly the
maintenance supervisor will conduct
A facllity must maintal atity assossment and an audit identifying any safety
ac must maintain s qu .
assurance commities conslsting of the director of hazards of necessary repair.
nursing services; a physician deslgnated by the
fagllity; and at least 3 other members of the
faclity’s statl.
| The quality assessment and assurance F523 Iuis and_ was on_the day of '
commillee maets at least quarterly to identily survey the policy of Ridgeway 102/19/11
Issues with respect to which quality assessment Nursing and Rehabilitation to "
and assurance activities are necessary; and maintain an effective quality
develops and implements appropriate plans of ,
aclion to correct identified quality deficiencies. assessment and assurance committee,

" FORM CM3.2567(02-99) Previous Varslons Obsolels
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NAME OF FROVIDER QR SUPPLIER

RIDGEWAY NURSING & REMABILITATION FAGILITY

STREET ADDRESS, CITY, 8TATE, 2IP CODE
400 WYOMING ROAD a38

OWINGSVILLE, KY 40360

' Obsen'.'atlons during lhé survey revealed cracked

A State or the Secretary may not require
disclosure of the recards of such commiltes
excapt Insofar as such disclosure is related to the
compliance of such committee with the
raquirements of this section.

Gaod (altiv attermpts by the committee to identify
and correct quality deticiencies will not be used as
a basis tor sanctions.

This AEQUIREMENT is not met as evidenced
by:

Based on observalion, Interview and record
reviow il was determined the taciilty falled to
develop and Implement an appropriate ptan of
action 1o correct ideniified qualily deficiencies.
The tacility was cited, in 2010, for cracked and
uneven Hoor tiles throughout the building. During
the current survay, the tiles had not been
replaced as inditated on the Plan of Correction.

The findings include:

and uneven tiles were prosent throughoul the
bullding, with the worst being near the nurses
station. Review of lhe deticiencles trom the 2010
Standard Survey revealed the facility was ciled tor
lhe same damaged tiles. Review of the Plan of
Correctlion revaaled the facility allegad a
gompllance date of 06/28/2010 regarding
replacement of the tiles.

Interview with the Maintenance Director on
01/19/11 at 3:55 PM revealed he was waiting on
corporate approval to repair the lioors.

(¥4) 1D SUMMARY STATEMENT OF DEFIQIENCIES (o] PROVIDER'S PLAN OF CORREGTION {48
PREFIX {EACH DEFICIENCY MUSYT BE PRECEDED BY FULL PREFIX * (EACH CORREGTIVE ACTION SHOULD 88 COMPLETION
TAG RAEGULATORAY OR LBC IDENTIFYING INFORMATION) TAG CROBS REFERENCED TO THE APPROPRIATE baTe
. OEFICIENCY)
F 620 | Continued From page 28 F520| 1. The facility has obtained several

bids to replace the cracked tiles in
the hallway. These tiles have been
replaced numerous times only to re-
crack due to the unlevel concrete
under the tile. To correct this floor
permanently will require extensive
renovation. A contract has been
signed with Carroll Flooring on
02/18/1] which details an expected
completion date of 04/29/1].

The metal handle bar and plastic
towe] bar have been removed. It
should be noted one central bath has
been completely renovated and the
bath on B/C hall is scheduled for
repairs. The cracked tile in the
shower room has been temporarily
repaired. The plumber corrected the
water temperature problems on
01/18/2011.

2. All depantment managers have
been inserviced on the facility’s
quality assurance program.

3. The Administrator will chair the
Quality Assurance program. A
calendar and meeting schedule has
been developed for monthly
meetings. Indicators have been
reviewed for all departments.
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o
8. WIN
185254 © 01/28/2011
' NAME OF PROVIOER OR SUPPLIER STREET AQDAESS, CITY, 8TATE, ZIP CODE '
) 408 WYOMING ROAD #30
RIDGEWAY NURSING & REMABILITATION FACILITY OWINGSVILLE, KY 40380
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULOD BE COMPLETION
TAQ AEGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-AEREAENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 620 | Continued From page 29 F 520 .. . .
Interview with the Vice Presideni of Clinical 4. The Administrator will ensure ajl
Servicas on 01/21/10 at 8:10 PM revealed the Quality Assurance activifies are
tites could not simply be replaced as the floor conducted in a manner that assures
beneal‘l:‘!hem]ws:s unoi:abn. She xftilse_g:ggewas issues are brought forth and
awara the project would be an extensi . . .
She funther stated blds had been taken at the addressed timely. A q”a'“g
corporate level but a specitic plan for the assurance log has been made
ranovation had not yet been detarmined. available to all staff so issues WhICh‘
are not addressed on the calendar of
indicators can be addressed quickly.
FORAM CMS-2587{02-09) Pravious Vergions Qbsolate Evenl (D: O95A1Y Faclity 1D; 100427 I continualion eheel Page 300 30
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NAME OF PROVIDER OR SUPPLIER | STABET ADDRESS, CITY, §TATE, ZIP CODE
: 406 WYOMING ROAD #38 '
RIDGEWAY NURSING & ﬂEHABILITA‘I’ION FACILITY OWINGSVILLE, KY 40300 |
{x4) ID SUMMARY STATEMENT OF DEFICIENCIES [} ' PROVIDER'S PLAN OF CORRECTION (&)
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K Q00 | INITIAL COMMENTS K 000
A Lite Safely Code survey was initiated and
conciuded on 01/18/2011. The facilily was found
10 not meel the minimal requirements with 42
Code of the Federal Regulations, Part 483.70.
The highest scops and severity deficiency
identilied was an “F". _
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 .
$8=D ‘K018 Itjs and was on the day of 02/28/11
Doors protecting corridor openings In other than survey the policy of Ridgeway
required enclosures of vertical openings, exils, or Nursing and Rehabilitation to assure

hazardous areas are substantia) doors, such as
those constructed of 134 inch solid-bonded core
wood, or capable of resisting fire lor al ieast 20
minutes. Doors in sprinklered bulldings are only 1. The door to rooms A6 and C3
required to resist the passage of smoke. There is have been adjusted to close properly.
no impediment to the ¢losing of the doars. Doors
are provided with a means suitable for keeping
the door closed. Duleh doors mesting 19.3.6.3.6 2. Al doors have been assessed to
are permitted.  19.3.6.3 _ ensure proper closure.

doors close properly to resist smoke.

Roller latches are prohibitad by CMS regulations | 3. Monthly as part of the
In all heallh care {acllties. maintenance rounds all doors will be

checked 1o ensure proper closure. -

4, As part of the facility’s Quality
Assurance program the Maintenance
Director will check doors monthly to
ensure proper door closure.

This STANDARD is not met as evidenced by: -
Based on observation and interview, it was
determinad the facllity fatled 1o maintain corridor
doors, according to NFPA standards. The
deficiency aflected four (4) residents, and the
potentlal to affect staff and visltors.

.P VIDER/SUPPLIEA AEPRESENTATIVE'S SIQNATURE TIT| _E . (XEYDAT
Liourtve Doty 7
ermingd that

Anuigdticlanoy statement ending with an astarisk {*) danotas a dellclency which tha Institution may be excused trom correcting providing Il i dat
sefeguards provide sulficlent protaation to the pallents. (See Inslructiona.) Excapt for nuralng homes, the findings stated above are disclosable 80 days
. _.ing the date of survey whather or not a plan of correcllon is provided, For nuraing homes, he above findings and plans of correcilon are disclosabla 14

days foliowing the date these documants are made avallable 1o (ha lacifity. # daficloncies are cited, an approved plan of correction is ragulsite to continued
program partlcipalion.

FORM CM3-2567{02-09) Provious Versiona Obsolale Event ID; O85RA21 Facllity 10; 100427 tl continuation ghest Page 1ol 11
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K018

K 025
85=F

Continued From page 1

The lindings include:

Observation on 01/18/2011 al 3:56 PM, revealed
resident room A6, had a gap at the top right
corner of the door. The observation was
confirmed with the Maintenance Director.
Iinterview an 01/18/2011 at 3:56 PM, with the
Maintenance Director, revealed he had not
idenlitied the door as having a gap, belore the
Lite Safety Code survey. .

Observation an 01/18/2011 at 4:00 PM, revealed
a trash can was ptaced in front of resident room
C3 door. The observation was confirmed with the
Mainlenance Director,

Interview on 01/18/2011 at 4:00 PM, with the
Maintenance Diractor, revealed the trash can
should not have been piaced in front of the door

Reterence; NFPA 101 (2000 ediilon)

18.3.6.3.1 Doors prolecting corridor openings in
other than required enclosures of vertical
openings, exits, or hazardous areas shall be
substantial doors, such as those consiructed ol
1-3/4 in. (4.4-cm) thick, solid-bonded core wood
or of construction thal resists fire (or not less than
20 minutes and shall be canstructed to resist the
passage ol smoke.

Exception No. 2: In smoke companments
protecied throughout by an approved, supervised
aulomatic sprinklar system in accordance with
19.3.8.2, the door construction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed 10 resist the passaga of
smoke. _

NFPA 101 LIFE SAFETY CODE STANDARD

K018

K 025

FORM CMS- 2667{02-99) Previous Varslons Gbsalate
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(%4} i0 SUMMARY STATEMENT OF DEFICIENCIES 1a) PROVIDER'S PLAN OF CORRECTION

 RIDGEWAY NURSING & REHABILITATION FACILITY

)
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. , DEFICIENGY)
K 025 | Contlnued From page 2 K 025

K025 Itis and was on the day of

survey the policy of Ridgeway 02/28/11

Smoke barriers are constructed to provide al
least @ one half hour fire resistance rating In

accordance with 8.3. Smoke barriers may Nursing a"fi Rehabilitation to ensure
terminate at an atrium wall. Windows are smoke barriers are maintained
protected by fire-rated glazing or by wired glass according to NFPA standards.

panels and steel frames. Aminimum of two _

separete compartments are provided on each 1. The hole between A and B

floor. Dampers are not raquired in duct : : e barrier has
penelrations of smoke barriers in fully ducted corridor ".1 tl:je S,F;IOk oke barrier for
heating, ventilating, and air conditioning systems. been repaired. 1he sm o
19.3.7.3,19.3.7.5,19.1.6.3,19.1.6.4 B and C comdor has been repaired.

2. All smoke barriers have been
checked for proper maintenance.

This STANDARD is not met as evidenced by: ,
Based on cbservation and interview, |t was 3. Anytime someone accesses the
determined the tacility falled to ensure smoke attic area maintenance will check to
barrlers were maintained, according to NFPA ¢ barriers have
standards. The deficiency has the potential to ensure that no smok

aflact sixty (60) residents, statf and visitors. been affected.

The findings inciude: 4. Aspartof the facility*s ongoing
: i ance program the

Observation on 01/18/2011 at 2:47 PM, revealed Quality ASS“‘D. ecfor %:m check all

an eight (8) Inch square hole in the smoke barrier Maintenance Dir :

betwean the A and B corridor. The agbservation smoke bamiers at least quarterly.

was confirmed with the Maintenange Director,
Interview on 01/18/2011 at 2:47 PM, with the
Maintenance Director, revealed he had not had
the opportunity to check the smoke barriers, since
he took over the posllion of Maintenance Director
in November of last year.

Observatlon on 01/18/2011 a1 2:58 PM, revealed
a two (2) X four (4) hole In the smoke barrier for
the B/C corridor. The facility had failed to follow
the Plan of Correction for the tast survey. The
facility was cited in 2010 during the last survey for
the same penalration In the smoke barrier of B/C.

FORM CMSE-2667(02-99) Pravious Varslong Obsolste Even! ID;0B5A2Y Facilty iD: 100427 If cominuavtan sheel Page 3ol 11
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K 025 | Canlinuad From page 3 K 0256

The plan of correction for last year stated the
lacility would repair the penetralion to the smake
barrier,

interviow on 01/18/2011 at 2:58 PM, with the
Malntenange Director, revealed he had not had
the opporlunity to check the smoke barriars, since |
he took aver the position of Maintenance Director
in November of last year.

Interview on 01/18/2011 at 5:30 PM, with the
Administrator, revealed she had no explanatlon
as 1o why the Plan of Correction was not followed
to fix the penetration in the smake barrier for the
B/C corridor,

Relerence: NFPA 101 (2000 editlon)

8.3.2" Continuity. Smoke barriers required by this
Code shall .

be continuous from an outside wall to an oulside
wall, from a

floor to a floor, or from a smoke barrierto a
smoke barrler or

a combination thereol. Such barrlers shall be
caniinuous

through all concealed spaces, such as those
found above a celling,

including Interstitial spaces.

Exception: A smoke barrier required for an
occupied space below an

interstitial space shall not be raquired 1o extend
through the interstitial

spaoe, provided that the construction assembly
forming the bottom of

the interstitial space pravides resistance 1o the
passage of smoke equal '
to that provided by the smoke barrier. ,

K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050
88=F
Fire drllis are held at unexpected timaes under
varying conditlons, ot least quarterly on each shift,

FORM CMS-2687(02-99) Pravioua Varelons Obsolale Event 1D: C05R21 Facliity 10; 100627 . It continuation sheet Page 4of 11
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SUMMARY STATEMENY OF DEFICIENCIES .

1D PROVIDER'S PLAN OF CORRECTION

‘qualified to exercise leadership. Where drills are

that drills are par of established routine.
Responsibility for planning and conducting drills Is
assigned only to compelent persons who are

conducted betwaen 9 PM and 6 AM a coded
announcemont may ba used inslead of audible
alarms.  19.7.1.2

This STANDARD is not met as evidenced by:
Based on Interview and record review it was
determined tha facility tailed to conduct llre drille,
according ta NFPA standards.

The findings includa: :

Record review an 01/18/2011 at 5:00 PM, of the
Fira Drills for the facility, revealed the 2nd and 3rd
quarter driils for 2010 were missing. The
abservation was canflrmed with the Malntenance
Director.

Interviow an 01/18/2011 at 5:00 PM, with the
Maintenance Diractor, revealed ha was unable to
tacate copies of the lire drills conducted during
the 2nd and Ird quarter of 2010.

Reference: NFPA 101 (2000 adition)

19,7.1.2* Fire drills In health care occupancies
shall inchude

the tranamission of a tire alarm signal and
simulation of emergency

fira conditions. Drills shall b conducted quarterly
on

each shilt to 1amiliarize facllity personnel (nurses,
Interns,

maintenance englneers, and administratlve stall)
with the signals

X4) 1D )
Ll (EACH DEFICIENCY MUST 8E PRECEOED 8Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COUPLETION
YAG AEGULATORY OR LAC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE oATE
: _ DEFICIENCY) :
K 050 { Continued From page 4 K 050
The staff is (amlllar with procedures and is aware K050 It is and was on the day of 02/05/11

survey the policy of Ridgeway
Nursing and Rehabilitation to

" conduct fire drills according to
NFPA Standards.

1. A fire dall schedule has been
developed and implemented.

2. All staff were inserviced on
02/04/11 of fire drill procedures by
the Administrator and Director of
Nursing.

3. Monthly the Maintenance
Director will ensure at Jeast one fire
drill is conducted and recorded (on
rotating shifts) of the drills. Copies
will be sent to the Administrator.

4, As part of the facility’s on-going
Quality Assurance program all fire
drills wil} be reviewed and a copy
maintained by the Administrator.

FORM CMB-2507{02-69) Previour Varsions Obsolele
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’ DEFICIENCY) _
K 050 | Continued From page 5 K 050
and emergency aclion requlred under varied
conditions.
Whaen drills are conducted between 8:00 p.m.
{2100 haours) . _
and 6:00 a.m. (0600 hours), a coded
announcement shallbe
permittad to be used instead of audible alarms.
Exception: Infirm or bedridden patients shall not
be required lo be
moved during drills to safe areas or to the exterior
of the bullding..
88=0 ' idgew
Reguired automalic sprinkler systems are survey the gohcz (;fll.{ld.g tayen
continuously maintalned in reliable operating Nu.rsmg and Re i itahon 1o ensure
condition and are inspected and tested sprinklers are maintained according
poriodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, to NFPA standards.
9.7.5
1. The blown-in insulation was
removed from the three attic
This STANDARD (s not met as évidenced by: sprinkler heads.
Based on observation and interview, it was
determined the facility failed to ensure sprinklors . ve been
ware maintained, according to NFPA standards. 2. All sprinkler heads have b "
The deficiency has the potential to affect thirty assessed and are in proper working
(30) residents, stall, and visitors. condition.
The findings Include:
Observation on 01/18/2011 at 3:00 PM, raveoaled I of maintenance
three (3) sprinkier heads located in the attic area 3. dMonlth )f‘i:j({) arth ads will be
were covered with blown in insulation. The audit all sprinkler he
observation was confirmed with (he Maintenance observed.
Director. :
Interview on 01/18/2011 at 3:00 PM, with the 4. As part of the Quality Assurance
Malntenance Diractor, revealed he was unaware m the above audits will be
| of the insulation on the three (3) sprinkier heads. program (he above audi’
reviewed by the Administrator to
Reference: NFPA 25 (1998 edition) ensure compliance.
2-2.1.1" Sprinklers shall be inspected lrom the —
FOAM CMB-2567(02-99) Provious Varslons Ohsolste Event 1D; 095RR1 Fagifity 1D: 100427 If contlnuation sheet Page 6 of 11
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PREFIX
TAG
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1o . PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CAOSS-AEFERENCED TO THE APPROPRIATE
DEFICIENCY)

{XB)
COMPLETION
DATE

K 082

K072
§8=F

Continued From page 6
| Itoor leve!

annually. Sprinklers shall be Ires of corrosion,
foreign materials,

paint, and physlcal damage and shall be Instalied
inthe

proper orientation (e.g., upright, pendant, or
sidewall). Any

sprinkler shall be replaced that is painted,
corroded, damaged,

loaded, or In the improper orientation,

Exception No. 1:* Sprinklers Inglalled in
concealed spaces such as

above suspended ceilings shall not require
Inspection.

Exception No. 2: Sprinkiers Inslalled in areas that
are inaccessible

for salety conslderations due to process
operations ghall be inspecled

during each schedulad shutdown.

NFPA 101 LIFE SAFETY CODE STANDARD

Means of egress are continuously maintained free
of all obstructions ar Impediments 1o full instan]
use In the case of fire or other emergency. No
furnishings, decorations, or other abjects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD is not met as evidenced by:
Based an chservation and interview, it was
delerminad the facility tailed to ensure means of
agresg were maintained free and clear of
obstructions according to NFPA standards. The
deficlency has the potential to affect sixty (60)
residents, staff, and visitors.

K 062

K072 ]tis and was on the day of
survey the policy of Ridgeway
Nursing and Rehabilitation to
maintain a means of egress.

K072

1. The linen carts, medication carts,
and lift were moved.

2. All items that are in the hallway
are moved at least every 30 minutes
when not in use,

3. Daily the Director of Nursing will
momtor the haliway to ensure proper
egress. Items that are not being used
will be removed from the means of
egress.

02/16/11

FORM CME-2567(02-09) Previous Varlons Qbsolele
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION s)
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K072 %‘:"t:l"‘;?d F’f’:' p:9° 7 KO72] 4. As part of the facility’s ongoing
e findings include: :
Observatlon during the Life Safsty Code Survey Quality Assummf:”p lr)ogram Ton;hly
on 01/18/2011 beiween 2:20 PM and 3:30 PM, a safety survey will be complete
rovealed one (1) medicine cart, cne (1) patient lift, which addresses means of epress.
one (1) clean ilnen cart and one (1) palient This will be completed by the
records cart located in the A Wing Corsidor. ‘Maintenance Director.
Further observation revealed one (1) clean linen : e
carl parked In the B and C Corridor. The
observation was confirmed with the Director of
Maintenance. :
interview on 01/18/2011 at 3:30 PM with facitity
staff, revealed the clean linen carts stay In the
corridors at all times.
Reterence: NFPA 101 (2000 edition)
7.1.10.1* Means of egress shall be continuousiy
maintained
free of all obstrucitons or Impediments to full
instant use in
the case of lire or ¢lther emergenoy.
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144| K144 It s and was on the day of 02/16/11

§8=F ' survey the policy of Ridgeway

Generators are inspected weekly and exercised Nursing and Rehabilitation to inspect

under load for 30 minutas paer month In : .

accordance with NFPA99.  3.4.4.1. generators weekly and exercise

o under load for 30 minutes per month.
There was a change in
Administration and Maintenance in
November 2010. Several records
were not able 10 be located after that
date.

This STANDARD is not met as gvidenced by: ]. fieqeratqr lo.gs are curfcntly being

Based on interview and record review, it was maintained in an electronic format

determined the faclilty lalled to ensure the and manually.

emergency generator was maintained according

to NFPA standards. This deficiency has the

FORM CME-2687(02-89) Pravioua Versiona Obsoleta Evenl |0: OBER2Y " Facliy ID: 100427 if continuation shaal Pags 8 of 11
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Electrical wiring and equipment is in accordance
with NFPA 70, National Electiical Code. 9.1.2

This STANDARD is not met as evidenced by.
Based on observalion and Interview, it was
determined the facility tailed to ensure eleclirical
wiring was according to NFPA standards. The
deficiency atfected ten {10) residents, stalt and
vislors.

The lindings include:

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES. iD PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TaG CROSS.REFEAENCED YO THE APPROPRIATE bare
DEFICIENCY)
K 144 | Continued From page 8 K144 '
potanlial to affact sixty (60) residents, staft and 2. All generator checks and run logs
visitors. ‘ will be checked monthly by the
Administrator.
The findings Include: .
Review of the emergency generatar maintenance 3'.1’:\“ generator checks and run logs
logs on 01/18/2011 &t 5:06 PM, revealed the will be checked monthly by the
maintenance logs from 05/10/10 through Administrator.
12/28/10 were missing. The observation was
conlirmed with the Malntenance Director. 4. Monthly as part of the Quality
Interviw on 01/18/2011 at 5:08 PM, with the Assurance the generator checks and
Maintenance Diragtor, ravealed he could not find logs will be reviewed by the
the missing logs for the amergency generator. Committee.
Reference: NFPA 99 (1889 edition)
3-4.4.2 Recordkeeping. A written record of
“| Inspaction, performance, exerclsing period, and
repairs shall be regularly _
maintained and availabte for inspection by the
authorily having jurisdiciion. 03/04/11
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147| K147 Itis and was on the day of .
88=E

survey the policy of Ridgeway
Nursing and Rehabilitation to ensure
electrical wiring and equipment is in
accordance with NFPA 70.

1. Extension cords have been
removed from rooms where they
were in pennanent use. New outlets
have been instalied. The electrical
pane] has been labeled properly.

2. All extension cords have been
removed at this time.

FOBM CMS-ZEB?(OZ-QB) Pravious Vanetona Obsolete

Event 1D OB5R21

Faellity 1D: 100427
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. o]
K 147 | Continued From page 9 K 147| 3. Monthly as part of the Quality
QObservation on 01/18/2011 at 3:46 PM, revealed Assurance audit the Maintenance

an extension cord kelng used to power a . : :

tatavislon In resident raom A?. Further Duect(_)t will audit all r;c})lmslfo.r[ ical
cbservation revealed the cord was aflixed to lhe extension co.rd usage. e electn
underside of the sink wilh nails and sovaral panel box will be audited annually.
fastening devices. During the Lile Satety Code :

Survey, several more eleclrical cords were found : audit Wi \
In thlsymanner. Tha rooms incivde but were not 4. Th?’ above mcntlonbc d i;lud(n; ;l:

Iimited to A3, A5, A8, and CB. The observalion be reviewed mont.hly y the Luaily
was conlirmed with the Maintenance Director. Assurance committee.

interview on 01/18/2011 at 3:46 PM, with the - -

Maintenance Director, revealed that he would
remove Lhe elactrical cords in use.

Observation on 01/18/2011 at 4:18 PM, revealed
an electrical panel located in lhe Mechanical
Room -was not labelad properiy.

Interview on 01/18/2011 at 4:18 PM, with the
Malintenance Director, rovealed the slectrical
pansl was not fabeled propariy.

NFPA 70 400-8. 400.8 Uses Not Permitted.
Unless spacifically permitted in 400.7, ftexible
cords and cabies shall not be used for the
following: '

(1) As 1 substilute 1or the tixed wiring of 8
slructure _

(2) Where run through holes in walls, struotural
oeilings, suspended ceilings, dropped cellings, or
floors

(3) Where run (hrough doorways, windows, of
similar openings

(4) Where atlached to building surlaces

NFPA 89, Chapter 3 Electrical Systems.
33.21.20

2. Minimum number of Receptacles. The number
ol receptacles shall be determined by the

FORM CM3-2607(02-89) Pravicus Verslons Obsotete Evaen! 1D; O85A ' Facillly ID: 100427 If coninuation gheel Page 10 of 11
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K 147 | Continued From page 10 K 147
intended use of the patlent care area. There shall
‘| be sutticient receplacles located so as to avold
the need for extension cords or multiple oullet -
adaplers.
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